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Health care costs in the United States are continuing to rise at
an unsustainable rate. In 2011, 17.9% of the US gross domestic
product was spent on health care.1 These costs are occurring
across all components of the health care sector, but the costs for
cancer care, especially for chemotherapy, are rising even faster.2

Today, there are several chemotherapeutic medications with
monthly costs exceeding $10,000.3,4 If these expenditures were
associated with high quality, cost-efficient care, one could argue
on their value; however, the quality of cancer care in the United
States has substantial room for improvement. Only 78% and
86% of patients with colorectal and breast cancer, respectively,
received recommended care,5 and patients often have false ex-
pectations regarding the effects of treatment.6 Many newer
drugs provide no significant benefit over older, less expensive
agents. Care is perceived by patients to be impersonal. They
have difficulty getting access to care, and even when they do get
care, it is often poorly coordinated. The need to change our
health care system is inarguable.

Over the past two decades, various approaches have been
tried to modify the health care system. Health insurance reform
through the establishment of health maintenance organizations
succeeded in some regions but was not successful in others.7

Although disease management programs focused on centralized
support for complex conditions, few led to improved outcomes
and reduced costs.7 Value-based insurance design suggests that
reducing copayments and deductibles for evidence-based care
with a high return on investment will lead to better results.8,9

But each of these proposals only addresses part of the problem,
and controlling one component without addressing the others
does not significantly reduce health care expenditures. More
recently, the Physician Group Practice Demonstration Project
showed that physician organizations could reduce the rate of
increase in health care expenditures and maintain or improve
the quality of care received by Medicare beneficiaries, especially
among those with more complicated medical issues.10

This program served as the basis for Medicare’s adoption of
the idea of accountable care, whereby providers are accountable
for the costs and care received by their patients. A driving force
to encourage this adoption is payment reform, which aims to
gradually shift the focus from a fee-for-service system with
shared savings to a more capitated payment system. To ensure
these savings are not achieved by reducing needed services, the
amount of savings returned to physician groups is affected by
the quality of care provided by the group, and there is public
reporting of the quality and costs of care.

Accountable care organizations (ACOs) are groups of pri-
mary care physicians, nonprimary care physicians, and other

health care providers, potentially including hospitals, who work
together to avoid duplication of services, prevent medical er-
rors, provide high-quality care, and lower the cost for health
care.12 These organizations must have a leadership committed
to improving value for their patients, the skills and infrastruc-
ture necessary to manage the financial risk of this new model, an
information technology system capable of processing internal
and external data, and the ability to deliver key information to
providers and patients.13 These goals are consistent with the
“triple aim” of improving the care of an individual patient,
improving the care of the overall population, and reducing
health care expenditures.14

The basis for any ACO is to provide effective primary care.
Improving access to primary care (through use of e-mail, tele-
phone support, physician extenders) and coordinating the care
of patients with complex illness is hoped to lead to fewer pre-
ventable emergency department visits, hospitalizations, and re-
admissions. Delivering timely patient information to front-line
personnel may decrease unnecessary testing and improve
chronic disease management.

Medicare is supporting three different ACO models: (1) the
Pioneer ACO,(2) the Medicare Shared Savings Program, and
(3) the Advance Payment ACO. Commercial insurers have de-
veloped programs based on similar principles. In Massachu-
setts, the Alternative Quality Contract has lowered the rate of
growth of health care spending and improved the quality of
care.14 A pilot ACO program sponsored by Blue Shield of Cal-
ifornia has slowed the growth of health care spending.15

ACOs can provide some benefits to participating physicians.
One of the key benefits may be through their information tech-
nology systems. Health information exchange can assure that all
providers across a community have access to the same patient
information. Interoperable electronic health systems can be ac-
cessed in both inpatient and outpatient settings to allow better
care coordination. Patient portal and personal health records
may lead to increased patient engagement in their own care and
educational opportunities. Data analytics can be used to profile
physicians and patients. This information may also be used to
qualify providers for Physician Quality Reporting Initiative and
meaningful use incentives. Other benefits may include the shar-
ing of evidence based guidelines, quality assurance activities,
and better coordination of survivorship follow-up between pri-
mary care providers and oncologists.

A key question for oncologists is what role will they play in
an ACO if it is so focused on primary care. Patient assignment
is unlikely to be based on the care provided by oncologists.
Although oncologists may have an ongoing relationship with a
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patient, many of these are more limited in time and scope than
those with a primary care provider. Oncologists may be in-
volved in governance and participate in shared savings program,
but this will likely depend on the relationship of the oncologist
to the group forming the ACO. In an integrated delivery sys-
tem, such as an academic medical center or large multispecialty
group, oncologists will be part of the group deciding whether to
form an ACO and will take part in decisions made by the ACO.
In other situations, oncologists may contract with the ACO to
deliver care to their shared patients with cancer.

But ACOs may not want to contract with all oncologists or
cancer centers. As they strive to meet the triple aim, ACOs will
focus on those oncologists or groups that provide the best value
for their patients. Smith and Hillner16 proposed five ways on-
cologists could demonstrate this value, including limiting che-
motherapy to patients with good performance status, using
second-line agents as monotherapy for metastatic solid tumors,
and performing surveillance imaging only when there is clear
evidence supporting this testing.

Oncologists might also work together to develop a medical
home for some of their patients.17 Although many patients with
cancer are monitored for extended periods of time, that care is
usually focused on the management of their cancer. One excep-
tion might be patients who have undergone bone-marrow
transplantation. For these patients, the oncologist might serve
as the patient’s medical home as they may provide more com-
prehensive care for these patients. But if oncologists want to
serve in this role, they must be prepared to provide continuous
and comprehensive care, including preventive care, acute care,
chronic disease management, and end-of-life care, as well as to
help coordinate any of their patients’ needs with other health
care providers. This type of role would be associated with a
monthly medical home payment to the providers. In a fee-
for-service system, this would be in addition to their routine
payments.

For other patients, oncologists and their staff might serve as
care managers. By consulting more with their primary care col-
leagues and managing the adverse effects that their patients
experience as a result of cancer treatment, oncologists can im-
prove the overall quality of care their patients receive.18 To
cover these services, oncologists might receive a monthly care
management fee. If these efforts lead to reductions in prevent-
able emergency room visits or hospitalizations, savings might be
shared with the physicians through a bonus payment.

Participating in clinical pathways programs may help reduce
costs of care.19 In these programs, a group of physicians typi-
cally works with a payer to identify chemotherapeutic regimens
for specific cancers. If several regimens have similar clinical
results, the least expensive option is selected. Such pathways

have been associated with reductions in health care expendi-
tures.20,21 ACOs would benefit as lower costs could lead to
shared savings for them with insurance companies; providers
may receive a portion of these savings.

Finally, physicians could consider accepting bundled pay-
ments, which are designed to combine the payments to hospi-
tals and physicians for a set of related services for a single episode
of care into a single payment.22 Through this mechanism, fi-
nancial incentives are created to reduce the number and cost of
services in the bundle through improved coordination of care
among providers and with hospitals or cancer centers. In oncol-
ogy, United Healthcare has studied providing bundled pay-
ments to cover drug costs and case management for specific
stages of certain cancers.23 Some bundled payment programs,
such as in the Medicare sponsored Heart Bypass Center Dem-
onstration project, have shown significant decreases in costs of
care.24

ACOs now seem firmly entrenched in the health care sys-
tem. As of January 2013, more than 4 million Medicare bene-
ficiaries were participating in a pioneer ACO, Medicare Shared
Saving Program, or advance payment ACO.25 Millions of other
Americans are participating in such programs through com-
mercial insurers. Oncologists must decide how to work with
these organizations while ensuring high-quality care to their
patients and controlling the growth of health care expenditures.
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